
pericardial adhesions were present. The most interesting
findings were in the heart and kidneys. The visceral and
parietal layers of the pericardium were loosely adherent, and
on being separated, left a rough, ragged hemorrhagic surface.
There was no evidence of free or sacculated fluid. The mitral
valve showed the typical fine, beadlike vegetations along the
line of closure, and similar wartlike nodules were present
on all the cusps of the aortic valve. The tricuspid and pul-
monary valves were normal. None of the valves showed any
evidence of an old valvulitis. There was no thickening,
scarring or retraction of any of the leaflets. The heart
muscle was very flabby, and was pale, brownish red. Micro-
scopic examination of the myocardium revealed the pathogno-
monic histologic findings of this disease, namely, the submiliary
nodule of Aschoff. This peculiar cellular response occurs only
in cases of acute articular rheumatism, and in this case they
were strikingly numerous and widely distributed. They are
found especially along the smaller vessels and, as Aschoff
originally pointed out, are closely related with the adventitia.
The characteristic cell is a large, clear cell with a large,
pale, vesicular nucleus, often multiple and containing a promi-
nent nucleolus. In the neighborhood of these large cells,
there are also many large and small mononuclear cells and
a few polymorphonuclears. A few showed scattered eosino-
phils. The rest of the myocardium appeared normal. The
vessels appeared patent throughout.

The origin of these large cells constituting the Aschoff
body is still a matter of controversy. Aschoff's original con-
tention was that they were derived from the adventitial
wandering cells. Others believed they arose from the intra-
muscular connective tissue cells. Recently, Whitman and
Kastlake brought forth some evidence that in certain cases
they result from the degeneration and proliferation of the
nuclei of the muscle-cells, having observed the presence of
striae at the periphery of the cell. They believe that the
process may begin as a minute infarct, but this is quite
unlikely in view of the absence of embolic disorder else-
where. The Aschoff bodies are probably the forerunners of
the scattered areas of scar tissue so frequently encountered
in old rheumatic hearts. They have as yet not been repro-
duced experimentally, though similar lesions, so-called
Bracht-Wachter bodies, consisting of a focalized collection of
connective tissue cells with lymphocytes, have been noted (by
Cecil, Thalheimer and Rothschild, and others) in the heart
muscle of animals injected intravenously with Streptococcus
viridans. Bracht and Wachter have produced such lesions in
rabbits with intravenous injections of streptococci isolated
from cases of acute articular rheumatism. Schloss and
Foster have also produced such lesions in monkeys following
injections of hemolytic streptococci. But in none of the
experiments and also in none of the human cases of endo-
carditis, other than rheumatism, did the myocardium show
cellular deposits which were histologically comparable to the
Aschoff body, except in their focalized character.

The alterations in the kidneys were also very striking.
Except for slight fibrous thickening of the capsule, the
glomeruli appeared normal. The changes were confined chiefly
to the tubules and to the interstitial tissue, especially of the
medullary portion. The lining epithelium of the tubules
showed varying stages of disintegration, and the lumen was
filled with red blood cells, casts and polymorphonuclears and
lymphocytes. Scattered throughout the interstitial tissue,
there were innumerable foci of lymphocytes and plasma cells,
and in some places there was a considerable accumulation of
polymorphonuclear cells. The lesion appears to be a com-
bined acute tubular and interstitial nephritis, not unlike
Delafield's acute exudative nephritis, or the type of renal
lesion that Councilman has described in cases of scarlatina
and other acute infectious diseases. This picture is entirely
different from the renal lesion in cases of bacterial endocar-
ditis in which the glomeruli are chiefly involved. Various
writers have pointed out the not infrequent association of
chronic cardiovalvular disease with chronic interstitial
nephritis. Though in some cases this may be a mere coinci-
dence, it is not unlikely that the renal lesion may represent
repeated mild and possibly unrecognized attacks by the rheu-
matic virus, just as the old endocardial lesions are usually the
end-result of one or more attacks of acute rheumatic endo-
carditis.

SUMMARY
The case reported is one of acute rheumatic fever termi-

nating in death on the sixty-sixth day. The course of the
disease was unusual. The onset suggested an acute abdominal
condition and, though the constitutional symptoms were pro-nounced, and cardiac, pleural and renal involvement occurred,
arthritic manifestations were slight. The clinical diagnosis
was confirmed by the finding of Aschoff bodies in the myo-cardium.

A CASE OF OSTEOMYELITIS OF THE FIRST LUMBAR
VERTEBRA

George Braunlich, M.D., Davenport, Iowa

M. C., aged 15, a schoolboy, referred to me, Dec. 29, 1921,
had jumped from a wall about 10 feet (3 meters) in height,
about December 15, landing on his feet. He complained of
severe pain in the lumbar spine at that time. This pain
gradually disappeared. About December 22, after being active
for a week, he again complained of severe pain in the lumbar
region. At this time he was unable to move his legs or to
pass urine. As well as I can make out from careful ques-
tioning, this paralysis came on very suddenly on about
December 22. I had the patient removed to Mercy Hospital,
December 29.

Next day the patient was very restless and apprehensive
as to his condition. His head was drawn back. The legs
were resting on pillows. The slightest touch caused him to
groan. The pupils reacted to light and accommodation.
Other eye signs were negative. The throat, lungs and heart
were normal. The abdomen was moderately distended and
rigid. There was no tenderness, except for general hyper-
esthesia. All the reflexes in the lower extremity were absent.
He was unable to move his legs or wriggle his toes. There
was slight movement in the adductor group of muscles when
he attempted to move his legs. Sensation of heat, cold arid
touch were everywhere present. There was marked tender-
ness on pressure everywhere in the lumbar region. The patient
could be moved from the supine position only with greatdifficulty because of pain in the back. The leukocyte count
was 54,200. Examination of the urine revealed albumin, pus
and bacteria. The patient had been catherized twice daily
for a week. Lumbar puncture yielded fluid apparently not
under pressure. Only 6 cc. was obtainable. The fluid was
amber and clear. It coagulated to a solid jelly in about five
minutes. No cells or bacteria could be found on microscopic
examination. Roentgen-ray examination of the spine, Decem-
ber 31, revealed a faint, indefinite shadow extending along the
spine on both sides. Nothing wrong with the vertebrae was
detected. The roentgenogram was rather unsatisfactory
because the intestine could not be thoroughly emptied. There
was a gradual accumulation of feces in the intestine. The
bowels moved somewhat after-cathartics and enemas, but the
patient had no control over his bowels.

The temperature from Dec. 29, 1921, to Jan. 1, 1922, varied
between 101 and 103; the pulse, from 96 to 122; respiration,
from 22 to 36. January 2, the temperature began to go up.
At 7 p. m. the axillary temperature was 105. The respiration
rate was 44. The respiration then began to be labored. He
died at 10:30 p. m.

A partial necropsy was held, January 3. The body had
been embalmed the night before.

An incision was made in the back along the spines of the
vertebrae. In the lumbar region pus began to appear before
the vertebrae were reached. The lumbar muscles were infil-
trated with pus. There was pus along the entire spine from
the sacrum to the skull. The spine was opened and pus was
found within the spine along its entire length. This pus was
outside the meninges. Within the meninges was a small
amount of clear fluid. The meninges and cord were not
inflamed. The body of the first lumbar vertebra was necrotic.
Pus also extended in front of the spine along its entire length.
Microscopic examinations were not made, as we promised the
boy's mother to remove nothing from the body.

SUMMARY
A slight injury to the spine due to a jump from a wall

caused osteomyelitis of the first lumbar vertebra. Pus from
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this vertebra burrowed both anteriorly and posteriorly along
and within the spine, but remained outside the meninges.
Pressure on the cord by this pus caused paralysis of the legs
and bladder. This pressure on the cord also caused the
rather unusual spinal fluid changes. As this pus rose within
the spine, pressure on the medulla affected the respiration
and temperature centers, causing death.

203 Security Building.

RETURN FLOW URETHRAL IRRIGATING TIP FOR
ANTERIOR URETHRA OR BLADDER

IRRIGATIONS
Daniel E. Shea, M.D., Hartford, Conn.

Director, Bureau of Venereal Diseases, Connecticut State Department
of Health; Acting Assistant Surgeon, U. S. Public Health Service

Several years ago I endeavored to perfect a urethral irri-
gating tip which would wash out the anterior urethra, and
allow the waste solution to return without removal of the
tip. At that time we had such an instrument, but it did not
prove practical, and the idea was abandoned. Recently I
resumed work on this idea, and the accompanying sketch is
a practical tip which may be used for irrigating the urethra,
and, by a simple adjustment, it may be used for bladder
irrigations.

Return flow urethral irrigating tip: A, cylinder shell; B, solution car-
rier which is attached to irrigating tube; C, removable top which seals
tip; D, control valve which shuts off return flow; E, spring which
releases control valve; F, tip which is inserted into urethra; G, plug
which prevents return flow from leaking; H, return flow outlet; 7, inlet
through which solution reaches urethra; J, outlet through which return-
ing solution flows; K, valve seat which receives control (D) and shuts
off return flow. The material is of heavy brass, nickel plated.

The working principle of this instrument is as follows:
The tip is attached at B to a rubber tubing which runs from
the receptacle containing the solution to be used. The solu-
tion flows through the carrier B, entering the urethra at I,
the point F being inserted at the meatus. The return flow
from the urethra enters the chamber through J and flows out
at the point H into the sink or a basin. To force the solution
into the posterior urethra and bladder, the valve D is pressed
with the finger, and seats itself at K, preventing the solution
from returning.

The instrument, which consists of five parts, may be taken
apart, allowing it to be cleaned and sterilized when needed.
The five parts are A, B, C, F and H.

54 Church Street.

METHOD FOR ANCHORING RADIUM IN CARCINOMA OF
THE LARGE BOWEL

J. Rawson Pennington, M.D., Chicago

In carcinoma of the rectum and pelvic colon, application
of radium on a flexible rod is unsatisfactory, especially if the
growth is at the upper portion of the rectum, the rectosigmoid
junction, or the pelvic colon itself. When the carcinomatous
stricture is of small caliber, one may suppose the radium is
well up in the mass, when as a matter of fact it merely
impinges against the lower edge. There is a similar difficulty
when one endeavors to carry it down from a colostomy open-
ing.

To overcome these objections, I passed a beaded seton
through the pelvic colon and rectum beyond the colostomy.
In this instance the distance from the verge of the anus to the
nearest edge of the growth was 4 inches (10 cm.). Accordingly,
a piece of braided silk of sufficient length was taken, and
threaded through half a dozen perforated buckshot; the latter
were tied 4 inches apart, and the radium attached to the
seton. Now, by pulling on the opposite end, the radium was
located in one sitting on the proximal, and—in the next—
at the distal extremity of the carcinomatous mass.

With the present method of strapping the tube to the
body after locating its site accurately, the tube may move,
and there is no assurance that it will remain where the
destructive action is to be exerted. Again, if radium is fixed
to the body, the peristalsis may change the relation between
the growth and the radium, as may contraction of the
sphincter and the levator ani, though when the bowel is
severed, as in colostomy, the peristalsis is modified if not
entirely dissipated. By the plan proposed here, after the
distance of the growth from either the colostomy or the anal
opening has been determined, the radium can be readily
placed and maintained in the exact position desired, with no
inconvenience to the patient. Bismuth emulsion may be
injected through the stoma to disclose irregularities in the
ulcerated walls of the bowel.

The objection to radium and roentgen rays in deep-seated
structures has been that of passing the rays through the
intervening healthy tissues. By this method the radium is
in direct contact with the growth. The same principle might
be employed in carcinoma higher up in the colon—a cecostomy
first being done, and a seton next being passed through the
entire colon and rectum. In carcinoma of the esophagus or
stomach, a stoma might be made in the latter; or the seton
might be passed through the nasal cavity and mouth for the
same purpose.

A few precautions are necessary for this apparently novel
procedure: The colostomy should be made with a distinct
spur preparatory to closing the stoma if the radium treatment
is successful. Both ends of the radium container must be
fastened to the seton, and the latter must not be removed until
the treatment is finished.

31 North State Street.

EPITHELIOMA OF THE LIP
Elmer D. Twyman, M.D., Kansas City, Mo.

Standard textbooks on surgery advise removal of the local
lesion in cases of lip cancer by a V-shaped incision through
all the thicknesses of the lip in a vertical direction. This
method does not take into account the observation that is the
gist of this communication: that the trend of growth in
cancer of the lower lip is outward and downward rather than
directly downward, and that the usual metastasis is to the
submaxillary rather than to the submental group of lymph
glands.

If my conclusion, based on observation of forty-four cases,
will hold for even the majority of such tumors, it should
follow that the fact has not escaped the many shrewd
observers of cancer who have much more material at their
disposal and in that sense is not a new observation. How-
ever, if it is even measurably true, it can justly be said that
the fact has not received enough attention and has not been
sufficiently considered in the above-mentioned method of
removal by surgical means. It is evident that involved tissue
may be left in the lateral inferior angle of the wound unless
the V removed is quite extensive and takes much more tissue
below than is necessary. Indeed, several of the more exten-
sive plans of removal bear marks of having been planned
more with the idea of facilitating the closure of the defect
than of considering what resection would give the least
danger of recurrence. With this idea in mind I have tried to
record the facts observed in the cases that I have been for-
tunate enough to see, and I have prepared a tabulation which,
of course, is too dogmatic. It shows the following:

The body of the tumor (epithelioma of the lower lip, begin-
ning at the mucocutaneous junction), presumably formed by
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